Introduction
Appropriate investigation in most patients with undiagnosed splenomegaly will yield a diagnosis. When conventional investigative techniques fail, resort to surgical removal of the enlarged spleen may be required. We have reviewed the patients who underwent diagnostic splenectomy in the Cork Regional Hospital during the years [1981] [1982] [1983] [1984] [1985] [1986] [1987] [1988] [1989] [1990] [1991] inclusive.
Patients and methods
The charts of patients who underwent splenectomy in the Cork Regional Hospital during the years 1981 to 1991, inclusive, were reviewed. The list of patients was compiled from perusal of theatre lists, of pathology reports and of the diagnostic index of the medical records department. The patients' hospital notes were reviewed and those whose operation was primarily for diagnostic purposes were isolated.
The total number of splenectomies was 136. The hospital records of eight patients who had died before 1985 had been incinerated; the records of an additional five patients could not be located. A total of 123 charts were, therefore, reviewed. The indications for splenectomy were traumatic injury (50 patients, 41% of total), haematological conditions (38 patients, 31%) and unplanned splenec- 
Results
The majority of the patients who had a diagnostic indication for splenectomy had lymphoma (Table  I) other than lymphoma; the weight of the spleen of every patient with lymphoma exceeded 1 kg (see Table I ).
Postoperative complications included a septicaemic illness and bilateral calf deep venous thromboses. One patient required revision of the surgical scar for entrapment neuropathy. Operative mortality was zero.
Eight patients were transfusion-dependent or had a haemoglobin of less than 12 g/100 ml before surgery. Five patients had pancytopenia. Because of the influence of perioperative blood transfusion and, in most patients, postoperative chemotherapy, it is not possible to determine the effects of splenectomy on the formed elements of the peripheral blood accurately; the trend in most patients, however, was one of improvement.
Postoperatively, eight patients received chemotherapy. Two patients have died, one from non-Hodgkin's lymphoma and one from hairy cell leukaemia. The other eight patients remain well (mean of 4.2 years postsplenectomy). The patient whose spleen showed normal histology is now 10 years postoperative and in normal health.
Discussion
In any hospital, the proportion of splenectomies performed for diagnostic or for any other indication will vary with referral patterns. The indications for splenectomy have changed over recent years, in particular for haematological conditions.' Splenectomy for the staging of Hodgkin's disease, for example, is now rarely performed. Improved diagnostic facilities, particularly better imaging techniques and greater use of percutaneous tissue aspiration and biopsy, have reduced the necessity for diagnostic splenectomy. Many conditions mentioned in previous series ofdiagnostic splenectomy, such as splenic cysts and abscesses, sarcoidosis and Gaucher's disease`would now in many instances be diagnosed without recourse to surgery. Despite these factors, the figure of 8.1% of all splenectomies for diagnostic purposes is similar to previous reports, extending over the past two decades.' " Although the primary purpose of splenectomy in these patients was diagnostic, a therapeutic element was often present. Many of the patients gained relief from hypersplenism and from the mechanical effects of an enlarged spleen (abdominal discomfort and early satiety). A rapidly enlarging spleen is also at risk from rupture and from recurrent splenic infarction. In many haematological conditions, in addition, as in lymphoma confined to the spleen, splenectomy may be therapeutically beneficial. 5 The primary objective of splenectomy in this type of patient is positive histopathological diagnosis, which was achieved in nine of our patients and a definitive clinical diagnosis was obtained in all ten patients. Improved general diagnostic techniques, allowing diagnosis of many other conditions without recourse to surgery, probably account for the higher incidence of lymphoma in our series in comparison to previous reports.2"6 Dacie et al. have emphasized the high incidence of lymphoma in patients with 'non-tropical idiopathic splenomegaly', which in many instances may not become apparent until years after surgery.6" Splenomegaly without peripheral lymphadenopathy is the presenting feature in less than 1% of cases of lymphoma.' Such patients with normal blood counts postsplenectomy may have a particularly good prognosis9 and surgery alone may be curative.5 Conversely, most cases of lymphoma confined to the spleen are diagnosed only at the time of splenectomy, whether suspected or not preoperatively. In the series of Kehoe and Straus, of 21 patients with primary lymphoma of the spleen, the diagnosis was confirmed only after surgical excision, although unsuspected in 13 patients. 10 In recent years, developments in cellular and molecular biology have provided several tools that allow more sensitive and specific examination of neoplastic lymphoid tissue, providing diagnostic and prognostic information.""'2 The application of these techniques may allow a diagnosis of lymphoma to be made in patients who would previously have been classified as 'non-tropical idiopathic splenomegaly'.
A greater understanding of the complications of splenectomy and better management of the asplenic patient have made splenectomy a less daunting procedure. The fear of overwhelming postsplenectomy sepsis may have been overemphasized, particularly in adults.'3"4 In this series no patient has (as yet) suffered from the longer term consequences of the asplenic state. It is our practice routinely to administer pneumococcal vaccine preoperatively and to continue penicillin prophylaxis for at least 2 years postoperatively. In the future, H. influenzae type b vaccine and meningococcal vaccine against the a and c strains may be considered appropriate.'
In addition to the risk ofpostsplenectomy sepsis, patients who have had diagnostic splenectomy may face other potential problems. The bone disease of Gaucher's disease may be accelerated by splenectomy. '6 In patients with portal hypertension and congestive splenomegaly, splenectomy may hamper future surgical portal systemic shunt procedures. 7 A potential problem recently highlighted is a disturbingly high frequency of subsequent leukaemia in Hodgkin's disease patients who have had a splenectomy. '8 The approach to the patient with undiagnosed splenomegaly must be individualized. The list of causes of splenomegaly is formidable; the possibilities are, however, greatly reduced by appropriate clinical evaluation and investigation. Also, for example, in the patient with infection, splenomegalyper se does not require investigation but is a useful pointer to investigation of the underlying disorder.
Patients with undiagnosed splenomegaly, who are otherwise well and who have no evidence of systemic disease, particularly if the spleen is only minimally enlarged, may be followed with careful and regular observation. '9 In patients who are unwell or who have evidence of systemic disease, in whom appropriate investigation (Table II) has not yielded a diagnosis, diagnostic splenectomy is a safe procedure, which in nearly all cases achieves a definitive diagnosis. In many instances, splenectomy is also therapeutic, providing relief from the consequences of splenomegaly in addition to possibly forming part of definitive therapy of the underlying condition. Patients with splenomegaly in whom a diagnosis is not reached preoperatively utilizing conventional investigations are likely to have a lymphomatous process, particularly if the spleen is grossly enlarged. 
